A show of hands at the beginning of this debate of the Section of Clinical Immunology & Allergy indicated that the majority of those present supported the proposal of food allergy as fact. The proceedings were opened by Professor John Soothill (Hospital for Sick Children, London) who stated that to prove this case he needed to say very little. The original definition of allergy was of an altered state of reaction of the organism. This held for the many people who never sought medical attention but knew for themselves that certain foods produced urticaria. The first contact with any particular food produced allergens in the blood stream. Controlled experiments with encapsulated foodstuffs had shown the production of IgE antibody (May et al. 1980 ). However, the majority of food allergies were slow responses and therefore more difficult to demonstrate. Professor Soothill thought that the sceptics were largely searching for a single cause of a single disease, but most chronic diseases were multifactorial; food allergy contributed to many, although the mechanisms were as yet not established. A 'black box immunologist' was not only concerned with mechanisms but observed altered states of responsiveness of the whole organism following appropriate manipulations; such observations could be of great benefit to patients. Jenner certainly had no knowledge of immunological mechanisms but his original work led directly to the worldwide eradication of a major disease. The present data provided strong evidence that dietary treatment based on the allergy hypothesis was effective in many diseases and in untreated patients. The onus was now on those who questioned this. Professor Soothill's attitude was that current knowledge largely favoured food allergy as a fact which could be used to the benefit of a large number of patients.
Professor Soothill felt that perhaps the debate should have been the other way round, with the proposer asserting that food allergy was fancy. He pointed out that much infantile colitis was almost certainly an allergy to cows' milk and occasionally to soya protein. He did not say that all infantile eczema was a food allergy, but in many infants and children the avoidance of certain foods, particularly milk and eggs, was beneficial, and this had been established by controlled trial (Atherton et al. 1978) . Studies had shown that breast-feeding reduced the prevalence of allergic disease, perhaps not only because of exclusion of allergens but because of the protective effect of immunological factors in the breast milk (Matthew et al. 1977) . The ability of sodium cromoglycate and oral beclomethasone to protect against infantile eczema was also a strong pointer towards food allergy as a cause, since both these drugs were only active within the gut. An important non-atopic condition related to food allergy was migraine; a doubleblind controlled trial based on the allergy hypothesis had shown that any food could provoke responses (Egger et al. 1983 ). Although many nonspecific factors, including psychological ones, triggered migraine, such responsiveness was reduced by exclusion of the appropriate foods. The foods involved in many patients' illnesses supported the view that the response was allergic, not idiosyncratic, e.g. in some patients cows' cheese would cause migraine and sheeps' cheese would not.
The opposer, Professor Sam Shuster (Newcastle), was introduced as possessing qualities of immunological innocence and dermatological deviousness. He opened his address by pointing out that Professor Soothill epitomized the good scientist: one who was single-minded and with an ability to ignore fact. Professor Shuster concentrated his argument in the field of dermatology. There was no doubt that there were transmittable antibody responses in atopic eczema. However, most of these responses were urticarial and not eczematous and the key issue was whether the antibody response was necessarily harmful. There were many discrepancies in the field of eczema; it 'Report of meeting of the Section of Clinical Immunology & Allergy, 18 June 1984 . Accepted 8 November 1984 was often better during the pollen season, and patients with asthma and eczema often showed improvement of one condition with deterioration of the other. While allergists were able to show a few patients who got urticaria with certain foodstuffs, they spent no time thinking about the vast number of people who ingested food allergens with no effect. Simple urticaria often disappeared with a half-life of about five months even with no dietary manipulation.
Professor Shuster felt that the vast majority of the allergists' interest was concentrated on one mechanismnamely, the effect of IgE and skin responses. He felt that they did not explain why ultraviolet light, cold pressure and friction might cause these responses without the effect of IgE. In his view the fact that one-third of patients with chronic urticaria showed a response to aspirin and other prostaglandin inhibitors was a pharmacological effect and not an allergic one. A great deal of the allergists' evidence for food allergy was based on the effect of dietary modification, but Professor Shuster felt that most of this evidence was anecdotal and therefore dangerous. Studies on the association between breast-feeding and atopic conditions gave conflicting results and he felt that dietary therapy in urticaria and atopic conditions were still ripe for study rather than debate.
Professor Shuster's final argument rested on the very nature of the allergists' work itself. He felt that the immunological definition of allergy presupposed a harmful reaction whereas this was not necessarily the case. He doubted whether the practice of the allergist had helped other medical science or indeed the patients and wanted to know if 'pathology at present was not just a storm in a T-cell'. Was the allergist proposing to replace the doubt of science with the certainty of mythology? The popularity of food allergy as a topic fell in with other contemporary themes such as pollution, diet and the move against technology. Why was it that some people felt that cows' milk was bad whereas goats' milk was quite alright? The ultimate direction of the allergist at the moment was towards the 'total allergy syndrome' -the last 'no-no' of medical practice. Professor Shuster closed his argument with an interesting analysis of the methodology of debate, namely that if the subject was debatable it was not proven and therefore more science was needed before food allergy was acceptable as fact.
The seconder to the proposal of food allergy as fact was Dr Jonathan Brostoff (Middlesex Hospital, London). He opened his case by reminding us of Osler's saying that 'the patient is always trying to tell us the diagnosis if only we will listen'. He pointed out that the history was the basis of clinical diagnosis whereas dermatologists were obsessed by abnormal tests such as skin-prick tests and abnormal IgE levels. Having found no relationship between these tests and eczema, they assumed that atopy was not an allergy. In other fields of medicine, for instance in angina pectoris, the history remained a crucial linchpin of the diagnosis; even in the face of extensive normal and sometimes highly sophisticated tests a therapeutic trial might even be instigated. This management could be translated to food withdrawal and reintroduction in atopic eczema and that at this 'black box' level food allergy was certain fact.
Dr Brostoff then concentrated on dismissing the concept of food allergy as fancy. He felt that the main reason this had developed as a concept was the way in which we taught our medical students. The first year clinical students who attended his outpatient department were perfectly prepared to accept premenstrual migraine as being caused by a combination of food allergy and hormone imbalance, whereas when they reached the third year they felt all these women were clearly neurotic. Students were taught organ-based disease whereas they should be really be taught about 'dis-ease'. Thirty percent of patients in a gastroenterological clinic suffered from irritable bowel syndrome (Harvey et al. 1983 ). Any condition with such a name was really a description and not a disease. It had been clearly shown that many patients with the irritable bowel syndrome responded to food withdrawal and relapsed with reintroduction in a double-blind manner (Bentley et al. 1983 ). Most newly qualified medical students had developed the concept that patients with disease affecting one organ system were acceptable; those with two organ systems affected might well have an autoimmune disease; and if three were affected a psychogenic origin was highly likely. Disease in four organ systems automatically warranted referral to the psychiatrist. This concept, Dr Brostoff felt, was not only nonsense but dangerous. Food allergy certainly existed at a pragmatic 'black box' level and in due course mechanisms would be unravelled. In the meantime, listening to the patient and prescribing treatment was the basis of the understanding of food-allergic disease.
The opposition was seconded by Dr Bruce Mitchell (Northwick Park Hospital, Harrow), introduced as an allergist, who spoke in favour of food allergy as fancy. He put the case that food allergy was as yet unproven and that there was a great deal more research to be done before this term was adopted. He preferred the term 'food hypersensitivity', as it would have the effect of supporting the involvement of an immune mechanism to foods but would not prejudge the issue as to which immune mechanism was involved. Dr Mitchell pointed out that we knew many potential mechanisms in allergies and hypersensitivity and we could demonstrate IgE-mediated reactions as a result of food, but we did not know whether these contributed to the immunopathogenesis of any disease. There was much overlap between T-cell reactions to food substances. He took the overall view that we ingested a large amount of many antigens each day in our food and that there were many immune responses to these, but their exact relationship with disease processes was not known and had not really been studied. Even if hypersensitivity reactions were seen in relation to food, it was not clear whether these were primary or secondary events. Dr Mitchell felt that for the present we should do away with the term 'food allergy' while encouraging much more work, particularly from dermatologists and chest physicians.
Following the four speakers the Chairman took another vote which showed no significant change of view as a result of the main speeches. The discussion centred largely around whether doubleblind control trials were possible in this field. Professor Shuster stated that dermatologists did not accept that such trials as have been conducted were acceptable. The overall feeling from the meeting was that, in terms of listening to patients' descriptions of their disease processes and acting upon them, a good case could be made for food allergy. However, trying to relate defined immunological reactions with food ingestion and disease processes was as yet in its infancy.
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